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The  Drug  Interventions  Programme  is  an  initiative  employed  by  the  Home  Office  in  2003  to  integrate  the 
Criminal  Justice  System  with  drug  treatment  services  with  the  ultimate  goal  of  reducing  acquisitive 
crime.  Drug  Action  Teams  employ  this  scheme  on  a  local  level  by  providing  a  broad  range  of  services  for 
misusers  in  the  community.  Although  much  attention  has  been  placed  on  societal  gains,  there  is  an 
added  benefit  in  improving  the  health  outcomes  of  those  referred. 

Opioid  replacement  therapy  decreases  illicit  heroin  use,  reduces  mortality  and  maintains  contact  with 
misusers  allowing  for  psychosocial  intervention.  The  Drug  Interventions  Programme  provides  direct 
access  to  such  treatment  in  an  otherwise  high-risk  and  disengaged  population.  Anecdotal  evidence  of  the 
programme  is  positive;  with  improved  mental  and  physical  health  in  offenders  and  a  reduction  in 
hospital  admissions.  However,  monitoring  health  outcomes  in  offenders  is  challenging  as  long-term 
follow-up  is  difficult,  poor  compliance  is  an  issue  and  coercive  referrals  may  introduce  a  reporting  bias. 

Drug  Action  Team  services  are  cost-effective  due  a  lower  consumption  of  health  and  social  care  and 
reduced  offending  levels.  The  Drug  Interventions  Programme  has  been  successful  in  maintaining  of¬ 
fenders  in  treatment  and  the  Home  Office  claim  its  role  in  reducing  crime  is  cost-saving.  Future  delivery 
of  the  initiative  is  at  risk  due  to  spending  reductions,  competing  interests  and  a  focus  towards  payment 
by  results.  Opposition  to  future  implementation  of  the  Drug  Interventions  Programme  must  be  met  with 
evidence  for  its  effectiveness  in  order  to  ensure  its  continued  investment. 

©  2013  Elsevier  Ltd  and  Faculty  of  Forensic  and  Legal  Medicine.  All  rights  reserved. 


1.  Introduction 

The  prevalence  of  drug  dependence  in  the  United  Kingdom  (UK) 
is  amongst  the  highest  in  the  western  world  and  drug-related  harm 
underlies  an  increased  morbidity  and  mortality  in  misusers.1  In 
England  and  Wales,  1784  deaths  occurred  as  a  result  of  drug  misuse 
in  2010  while  there  were  an  additional  6640  admissions  of  drug- 
related  mental  health  disorders  (2010/11  ).2  Of  over  200,000  in¬ 
dividuals  in  treatment  in  England  (2010—11),  the  vast  majority 
(81%)  use  opiates.3  Referrals  through  the  Criminal  Justice  System 
(CJS)  have  become  the  second  most  common  pathway  into  treat¬ 
ment  (after  self-referral).3  Young  offenders  carry  a  considerably 
increased  risk  of  death  with  standardised  mortality  ratios  of  nine- 
and  40-fold  for  males  and  females,  respectively.4  In  the  UK  and 
other  developed  countries,  policy  aiming  to  reduce  the  societal 
burden  of  substance  misuse  is  increasingly  focussing  on  linking 
drug  treatment  services  with  the  CJS. 


*  80  Lydgate  Lane,  Crookes,  Sheffield  S10  5FL,  United  Kingdom.  Tel.:  +44  07904 
333117. 

E-mail  address:  mda08ao@sheffield.ac.uk. 


In  England,  the  Drug  Interventions  Programme  (DIP)  is  an 
initiative  employed  by  the  Home  Office  in  2003  to  integrate  the  CJS 
with  community  Drug  Action  Teams  (DATs)  with  the  ultimate  goal 
of  reducing  acquisitive  crime.5  As  of 2006,  the  scheme  now  includes 
various  measures  to  improve  retention  in  treatment,  including 
sanctions  for  failure  to  attend  assessment  through  the  introduction 
of  ‘Tough  choices’.5  Levels  of  property  crime,  measured  by  the 
British  Crime  Survey  (BCS),6  have  fallen  since  its  introduction. 
Consequently,  considerable  expenditure  has  been  invested  in  the 
DIP7  and  local  funding  has  since  continued.8  Conclusive  evidence  as 
to  the  cost-effectiveness  of  treatment  in  DIP  referrals  is  lacking;  as 
few  studies  have  looked  at  outcomes  in  offenders  compared  with 
self-referrals. 

The  programme  targets  individuals  from  the  point  of  arrest  and 
maintains  a  continuity  of  treatment  throughout  various  stages  of 
the  CJS.  Offenders  testing  positive  for  Class  A  substances  are  allo¬ 
cated  a  drugs  worker  and  are  referred  for  treatment  under  the 
supervision  of  a  Criminal  Justice  Integrated  Team  (CJIT).5  Commu¬ 
nity  DATs  manage  individuals  at  various  stages  in  the  Criminal 
Justice  process  including  those  with  Restrictions  on  Bail  (RoB)  and 
offenders  with  community  sentencing  orders.  Services  include 
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opioid  replacement  with  psychosocial  intervention,  needle  ex¬ 
change,  vaccinations  and  testing  for  blood-borne  viruses,  referral  to 
other  care  services  and  advice  and  support  on  social  and  welfare 
issues.  The  initiative  has  demonstrated  relative  success  with  the 
majority  of  offenders  retained  in  treatment  at  12  weeks  (results 
obtained  from  the  National  Drug  Treatment  Monitoring  System 
(NDTMS))5  and  reduced  offending  levels.5,7  However,  data  has  not 
been  controlled  for  and  is  consistent  with  a  decline  in  acquisitive 
crime6  attributable  to  multiple  factors  established  prior  to  its 
introduction.  Grants  allocated  to  local  DATs  have  recently  declined8 
and  efficiency  savings  made  during  the  transition  of  the  National 
Treatment  Agency  for  Substance  Misuse  (NTA)  (a  special  health 
authority  responsible  for  the  allocation  of  central  funding)  to  a  local 
authority  led  national  service,  Public  Health  England  (PHE),9  risks 
effective  future  delivery  of  the  programme. 

Clinical  services  provided  by  community  DATs  have  many  ben¬ 
efits  on  a  wider  population  level.  They  promote  health  by 
discouraging  risk-taking  behaviour  in  intravenous  drug  users 
(IVDUs);  reducing  transmission  of  blood-borne  diseases.  Opioid 
replacement  concomitantly  empowers  misusing  offenders  by 
allowing  service  users  to  tackle  their  drug  dependence  in  a 
controlled  manner.  Execution  of  DAT  services  via  referral  through 
the  DIP  provides  direct  access  to  various  healthcare  interventions  in 
an  otherwise  high-risk  and  disengaged  population.  However,  evi¬ 
dence  of  the  effectiveness  of  drug  treatment  in  such  individuals  is 
conflicting  and  is  focussed  on  social,  rather  than  health-related, 
outcomes.10  The  coercive  nature  of  DIP  referral  may  imply  a 
lower  level  of  self-motivation,  a  key  indicator  of  clinical  effective¬ 
ness.10  Furthermore,  offenders  generally  have  more  serious  addic¬ 
tion  problems  which  are  less  responsive  to  intervention.11  The 
effectiveness  of  treatment  in  CJS  referrals  remains  unclear, 
although  previous  studies  have  demonstrated  similar  outcomes  in 
coerced  clients  compared  with  self-referrals,12  while  compliance  in 
offenders  (74  per  cent  after  12  weeks)  is  similar  to  that  of  non¬ 
offenders  (76  per  cent).5  Hence,  health  outcomes  of  drug  treat¬ 
ment  may  be  no  different  to  that  of  the  general  population  and  its 
effectiveness,  even  in  a  disengaged  cohort,  may  be  evident  upon 
further  evaluation. 

Given  recent  changes  to  the  organisation  of  drug  treatment 
services  in  England,  benefits  of  the  DIP  must  be  apparent  in  order  to 
ensure  its  continued  investment.  In  this  article,  the  cost- 
effectiveness  of  the  DIP  will  be  discussed  focussing  on  health- 
related  outcomes.  Current  expenditure  will  be  considered  in  rela¬ 
tion  to  evidence  of  the  clinical  and  cost-effectiveness  of  opioid 
replacement  therapy  with  psychosocial  intervention;  the  current 
basis  of  drug  treatment  in  the  UK.13 

2.  Clinical  effectiveness 

Prescribing  and  informal  psychosocial  intervention  are  the 
mainstay  of  DAT  services  in  the  UK.  The  National  Institute  for 
Health  and  Clinical  Excellence  (NICE)  recommends  either  Metha¬ 
done  or  Buprenorphine  as  first-line  therapy.14  Methadone  main¬ 
tenance  therapy  (MMT)  remains  the  primary  treatment  for  opioid 
dependence.  Buprenorphine,  a  partial  opioid  agonist,  is  an  alter¬ 
native  to  methadone. 

MMT  significantly  decreases  illicit  heroin  use15  while  Bupre¬ 
norphine  is  as  effective  using  medium  to  high  doses.16  Use  of  illicit 
opioids  is  associated  with  risk  of  overdose  in  addition  to  various  co¬ 
morbidities  including  blood-borne  virus  infection  and  various 
mental  health  disorders.17  A  reduction  in  mortality  for  MMT  has 
been  observed,  although  this  was  not  statistically  significant.15  Risk 
of  death  from  overdose  is  significantly  lower  for  Buprenorphine 
compared  with  MMT.18  In  addition,  MMT  significantly  improves 
retention  in  treatment15  allowing  for  psychosocial  intervention. 


Buprenorphine,  although  superior  to  placebo,  was  statistically  less 
likely  to  maintain  patients  in  treatment  compared  with  MMT.16  On 
initiating  treatment,  choice  of  medication  is  based  on  prior  main¬ 
tenance  therapy  and  patient  preferencel4;  although  high-dose 
methadone  has  been  recommended  as  the  most  effective 
treatment.16 

Quality  of  Life  has  recently  gained  interest  as  an  important 
outcome  of  prescribing  services.  Non-significant  improvements 
have  been  demonstrated  for  MMT19  using  measures  of  physical 
health,  vitality,  psychosocial  relationships,  leisure  activities,  mate¬ 
rial  resources,  emotions  and  general  well-being.20  MMT  appears  to 
particularly  improve  psychological  health21  with  significant  im¬ 
provements  at  one  and  two  year  follow-ups,22  while  Buprenor¬ 
phine  administration  improves  pain,  vitality  and  social  functioning 
domains.23  From  a  service-user  perspective,  aspects  of  a  good 
Quality  of  Life  include  personal  relationships,  psychological  well¬ 
being,  occupation,  independence  and  life  purpose  24  MMT  allows 
for  social  integration,  emotional  stability  and  employment24  and, 
with  strict  adherence  to  treatment  programmes  and  subject  to 
annual  medical  review,  driving  ability  may  be  re-gained  in  the 
UK.25  Conversely,  negative  consequences  of  MMT  include  stigma¬ 
tisation,  discrimination,  feelings  of  dependence  and  a  restriction  of 
freedoms  24  Further  studies  should  focus  on  population  specific 
outcomes  in  order  to  reduce  heterogeneity  of  Quality  of  Life 
measures. 

Adjunctive  contingency  management  (CM)  is  also  recom¬ 
mended  by  NICE  as  an  effective  method  of  promoting  recovery14; 
although  uptake  has  been  limited.26  CM  offers  incentives  for  posi¬ 
tive  behaviours,  such  as  testing  negative  for  illicit  drug  use,  in  the 
form  of  vouchers  and  financial  incentives  in  addition  to  extra 
privileges  including  take-home  methadone  doses.14  It  is  an  effec¬ 
tive  psychosocial  intervention  in  substance  abuse  disorders; 
improving  retention  in  treatment  and  use  of  opiates  27,28  However, 
there  is  little  evidence  for  its  health-related  benefits.  CM  signifi¬ 
cantly  improved  Quality  of  Life  over  a  period  of  nine  months  in 
cocaine  abusers  with  co-morbid  alcohol  dependence  29  However, 
results  of  alternative  substance  use  disorders  cannot  be  generalised 
and  longer-term  follow  up  is  needed. 

An  evaluation  of  the  clinical  outcomes  of  the  DIP  must  rely  on 
anecdotal  evidence.  In  2008,  the  DIP  Strategic  Communications 
Team  collated  evidence  from  communities  across  the  country 
regarding  their  experiences  of  implementing  the  programme.  A 
considerable  improvement  in  health  status,  a  decline  in  hospital 
admissions  and  modest  improvements  in  the  mental  health  of 
offenders  was  observed.30  Over  half  of  35  clients  experienced 
health  improvements  three  months  following  DIP  contact  in  the 
Wirral,  while  emergency  visits  to  hospital  decreased  from  12  to  one 
over  a  period  of  six  months.30  Poor  quality  of  evidence  for  these 
claims  must  be  acknowledged  and  surveys  of  larger  populations  of 
DIP  clients  are  required.  However,  monitoring  health  outcomes  in 
offenders  is  challenging  as  long-term  follow-up  is  difficult, 
compliance  with  interventions  is  variable  and  coercive  referrals 
may  introduce  a  reporting  bias. 

3.  Cost-effectiveness 

Following  its  initial  success,  over  £500  million  was  invested  in 
the  DIP  between  2003  and  2007  with  expenditure  now  continuing 
at  a  reduced  level.7  The  majority  of  funding  awarded  through  the 
DIP  main  grant  is  allocated  to  Criminal  Justice  drugs  workers,  with 
allowances  made  for  management  and  other  additional  costs.31  In 
2012—13,  more  than  £97  million  will  be  awarded  to  local  CJITs;  paid 
jointly  by  the  Home  Office  and  the  Department  of  Health  (DH).8 
Resources  allocated  to  treatment  services  have  increased  in  order 
to  deal  with  further  demand  through  CJS  referrals.  This  has 
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included  approximately  £300  million  per  year  allocated  to  local 
DATs  through  the  Drug  Pooled  Treatment  Budget  (PTB)  and  addi¬ 
tional  funds  to  primary  care  trusts  (PCTs)  and  local  authorities 
estimated  at  £200  million  per  annum.7  Funding  of  treatment  ser¬ 
vices  in  England  is  also  overseen  by  the  NTA;  who  received  a  DIP 
budget  of  just  under  £2  million  in  2010—11  for  management  and 
operational  costs.32 

Quality-Adjusted  Life-Years  (QALYs)  use  cost  utilities  to  measure 
the  impact  of  an  intervention  on  both  length  of  life  and  health- 
related  Quality  of  Life.33  The  EuroQoL  (EQ)-5D  questionnaire,  fav¬ 
oured  by  NICE  as  a  measure  of  health-related  Quality  of  Life,  in¬ 
cludes  mobility,  self-care,  activities,  pain/discomfort  and  anxiety/ 
depression  domains.33  QALYs  allow  for  comparisons  across 
different  areas  of  healthcare  and  have  been  used  in  previous  eco¬ 
nomic  evaluations  of  substance  abuse  treatments.  Additional  cost 
per  QALY  gained  by  an  intervention,  the  incremental  cost- 
effectiveness  ratio  (ICER),  is  used  by  decision  makers  as  an  indi¬ 
cator  of  cost-effectiveness.34  A  threshold  range  of  between  £20,000 
and  £30,000  per  QALY  gained,  valued  by  the  general  population,33 
has  been  employed  by  NICE  for  treatment  recommendation.35  For 
instance,  an  intervention  with  an  ICER  of  below  £20,000  is  likely  to 
be  recommended  based  primarily  on  its  cost-effectiveness, 
whereas  treatments  above  this  threshold  may  involve  other 
contributing  factors  to  the  decision  making  process.35  This  is 
particularly  important  in  substance  abuse  treatments  as  in¬ 
terventions  have  wider  benefits  to  the  general  public  including 
crime  reduction. 

After  performing  a  meta-analysis  of  11  previous  publications, 
Connock  et  al.  assessed  the  cost-effectiveness  of  opioid  replace¬ 
ment  therapy  from  the  perspective  of  the  National  Health  Service 
(NHS)  and  Personal  Social  Services  (PSS).36  Ten  health  states 
relating  specifically  to  substance  misuse  were  employed  and 
Quality  of  Life  was  valued  over  a  period  of  12  months  by  lay 
members  of  the  public.  Societal  benefits,  including  self-reported 
reductions  in  acquisitive  crime  and  other  CJS  costs,  were 
included.  Longer-term  health-related  outcomes,  as  a  result  of  a 
reduction  in  blood  borne  virus  transmission,  were  not.  ICERs  of 
£13,697  and  £26,429  per  QALY  gained  for  Methadone  and  Bupre- 
norphine,  respectively,  were  found.36  Nonetheless,  several  limita¬ 
tions  impede  the  interpretation  of  these  results.  These  include;  (i) 
the  assumption  that  no  drug  therapy  is  equivalent  to  health  status 
of  participants  prior  to  entering  treatment,  (ii)  the  absence  of  an 
evaluation  of  psychosocial  alternatives,  (iii)  the  use  of  utility  values 
derived  from  a  relatively  small  panel  and  most  importantly,  (iv)  the 
characteristics  of  the  populations  on  which  this  evidence  is  based 
(the  majority  of  studies  were  performed  without  the  inclusion  of 
coercive  programmes  using  the  CJS  and  there  were  no  UK-based 
investigations). 

In  2007,  NICE  recommended  that  CM  be  introduced  into  re¬ 
covery  services.14  Barriers  to  its  implementation  outside  the  US 
include  its  cost-effectiveness37  and  ethical  justification.  CM  stra¬ 
tegies  only  become  effective  in  lengthening  duration  of  abstinence 
at  significant  cost37  while  rates  of  service  utilisation  are  not  affected 
compared  with  standard  care.38  A  shift  towards  ‘incentive-orien¬ 
tated’  services14  has  gained  concern  amongst  both  treatment  re¬ 
cipients  and  providers.26  Thus,  implementing  CM  as  part  of  services 
provided  by  DATs  for  DIP  referrals  is  likely  to  incur  significant  cost 
with  no  evidence  for  any  sufficient  savings  to  health  services. 

From  a  service-user  perspective,  a  recent  survey  of  95  DATs 
across  England,  as  part  of  the  Drug  Treatment  Outcomes  Research 
Study  (DTORS),  has  provided  data  on  structured  drug  recovery 
following  the  introduction  of  CJS  referrals.11  Participants,  of  which 
over  one-third  were  referred  by  the  CJS,  were  interviewed  during 
the  initial  12  months  of  treatment.  Self-reported  estimates  of 
health  and  social  care,  needle  exchange  and  drugs  advice, 


accommodation,  childcare  and  criminal  offending  were  valued 
according  to  established  unit  costs.  Quality  of  Life  was  estimated 
using  the  short  form  12  (SF12)  questionnaire,  a  12  item  health 
survey  which  measures  physical  and  mental  health  according  to 
eight  domains  (general  health,  mental  health,  physical  and  social 
functioning,  limitations  due  to  physical  and  emotional  problems, 
vitality  and  pain).39  Utility  weights  were  pre-determined  by  a 
sample  of  the  general  population.  When  compared  with  the  ex¬ 
pected  costs  of  patient  behaviours  prior  to  commencing  treatment, 
drug  treatment  services  were  associated  with  a  lower  consumption 
of  health  and  social  care,  reduced  self-reported  offence  levels  and 
higher  Quality  of  Life  scores.  Valuing  one  QALY  gained  at  £30,000 
the  authors  calculated  an  overall  net  benefit  of  £6527  with  a  cost- 
benefit  ratio  of  2.5:1  from  an  individual  perspective.11  Even  at  a 
lower  willingness  to  pay,  drug  treatment  is  still  likely  to  be  cost- 
effective.11  The  results  of  this  study  under-estimate  total  expendi¬ 
ture  incurred  by  current  methods  of  drug  rehabilitation  as  they  do 
not  include  CJS  costs  of  testing  and  referring  patients  under  the  DIP; 
hence,  previous  claims  by  the  Home  Office7  may  be  exaggerated. 
However,  broader  societal  benefits  not  accounted  for  may  also  be 
achieved,  such  as  Quality  of  Life  improvements  in  the  general 
population  from  crime  reduction. 

Above  an  ICER  of  £20,000  per  QALY,  decisions  on  treatment 
recommendation  rely  heavily  on  the  degree  of  uncertainty,  the 
innovative  nature  of  the  intervention,  the  characteristics  of  the 
population  and  the  wider  societal  impact.35  Other  authors  have 
acknowledged  that  due  to  the  nature  of  UK  welfare  system,  the 
cost-effectiveness  of  substance  misuse  interventions  relies  heavily 
on  a  societal  perspective 26  In  fact,  in  practice  it  may  not  be 
necessary  to  separate  the  health  and  social  benefits  of  the  DIP; 
given  the  additional  role  of  DATs  in  providing  welfare  support  and 
its  combined  interest  from  both  the  Home  Office  and  the  DH.  In  a 
cohort  of  over  7000  DIP  individuals,  offending  rates  decreased  by 
26  percent  in  the  six  months  following  positive  testing,  compared 
with  client  behaviours  in  the  six  month  period  prior  to  referral.5  In 
the  absence  of  a  comparison,  such  figures  may  grossly  over¬ 
estimate  the  impact  of  the  initiative.  Even  with  recent  rises  in  un¬ 
employment,  levels  of  acquisitive  crime  continue  to  fall.6  In  addi¬ 
tion,  the  Home  Office  claim  a  20  percent  reduction  since  the 
introduction  of  the  DIP.7  Drug-related  offences  had  already  been 
declining  since  the  mid-1990s,6  consistent  with  an  overall  crime 
drop  possibly  attributable  to  falling  unemployment,  better  policing, 
increasing  prison  populations  and  improvements  in  security 
levels.40  Hence,  societal  benefits  of  drug  treatment  are  difficult  to 
quantify  as  complex  socio-economic  factors  impact  on  trends  in 
acquisitive  crime. 

4.  Future  delivery  of  the  programme 

Financial  pressures  on  public  services  will  likely  impact  on  drug 
recovery  services.  Grants  allocated  to  local  DATs  have  declined  from 
nearly  £103  million  in  2010—11  to  just  over  £97  million  in  2012— 
13.8  As  a  result,  decreased  levels  of  staff  time  with  poor  collabo¬ 
ration  between  health  services  and  CJS  agencies  are  expected.41  As 
of  April  2013,  local  authorities  will  be  responsible  for  the 
commissioning  of  DAT  services,  overseen  by  PHE  (an  agency  of  the 
DH).  A  recent  report  compiled  by  an  independent  charity,  the  UK 
drug  policy  commission  (UKDPC),  has  acknowledged  significant 
risk  to  services  due  to  a  reduction  in  local  spending  and  concern 
that  local  expenditure  will  be  diverted  to  more  'deserving'  areas.41 
Implementation  of  this  change  is  also  at  risk  due  to  NTA  cuts  in 
back-office  expenditure42  and  smooth  transition  towards  effective 
locally-led  services  is  therefore  unlikely. 

As  part  of  recent  government  reforms,  DIP  funding  is  set  to 
become  outcome-based.9  Local  Health  and  Wellbeing  boards  will 
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use  data  collected  by  local  authorities  and  evidence  provided  for  by 
PHE  to  inform  decisions  on  its  implementation.43  Broad  de¬ 
terminants  of  health  will  be  included  in  a  new  public  health  out¬ 
comes  framework.  As  reported  by  the  Ministry  of  Justice  (MoJ),  re¬ 
offending  levels  are  set  to  be  a  key  indicator  of  local  performance.44 
Prior  DIP  expenditure  has  been  justified  according  to  its  benefits; 
the  Home  Office  claim  every  pound  spent  saves  at  least  £9.50  in 
crime  reduction  costs.7  However,  figures  are  based  on  self-reported 
data.45  Successful  future  implementation  of  the  DIP  will  therefore 
depend  heavily  on  evidence  for  its  effectiveness  locally;  particularly 
at  a  wider  community  level. 

The  new  Drugs  Strategy  set  out  by  the  Home  Office  encourages 
Police  and  Crime  Commissioners  (PCCs),  now  in  control  of  local 
policing  budgets,  to  work  with  local  authorities  in  driving  health 
improvements  through  outcome-based  funding.46  However,  the 
introduction  of  PCCs  in  England  and  Wales  may  alter  resources 
allocated  to  DATs  through  non-ring  fenced  DIP  funding47;  due  to 
competing  interests,  poor  collaboration  of  healthcare  and  CJS 
agencies  and  a  lack  of  accountability.41  Increased  flexibility  given  to 
local  decision  makers,  in  addition  to  a  current  culture  of  financial 
austerity  and  a  lack  of  robust  evidence,  is  a  threat  to  the  future 
delivery  of  the  DIP. 

5.  Conclusion 

The  DIP  decreases  levels  of  acquisitive  crime  through  a  reduc¬ 
tion  in  illicit  substance  use  and  various  health  improvements  in 
offenders.  DAT  services  are  cost-effective  and  have  a  wide  range  of 
benefits  at  a  community  level.  Reduced  spending,  competing  in¬ 
terests  and  a  lack  of  sufficient  data  will  impact  on  future  funding  of 
the  DIP.  In  order  to  ensure  its  delivery,  opposition  to  its  imple¬ 
mentation  must  be  met  with  evidence  for  its  effectiveness. 
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